BACKGROUND
The main objective of the report is to provide statistical information about suicide in NSW to assist program planners, policy makers and health care providers to identify risks, trends, magnitude, and other features of suicide-related problems, for the effective planning of population-based and clinical interventions such as suicide prevention programs and other services.
The report has been compiled using mortality data from the Australian Bureau of Statistics (ABS), hospitalisation data from the Inpatient Statistics Collection (ISC), and data from other published sources in Australia and overseas. The latest financial year for which complete mortality data was available at the time of the report was 1996-97.
The report is divided into four chapters:
• all ages (15 to 80+) • young people (15 to 24 years)
• older people (65+) • groups at risk.
Each chapter includes a short section on suicide prevention issues, and relevant sub-sections on:
• suicide deaths • suicide attempts • suicide means.
The report also provides comprehensive information on suicide death for every area health service by calender year, age and gender. This information will be updated annually on the Web version of the report, as the ABS mortality data becomes available for subsequent years.
An overview of suicide in NSW has been assembled using prevalence data for:
• suicide attempts • hospitalisation following attempted suicide • access to community services by mental health patients • the time between transfer and discharge to death, allowing an estimation of the number of suicide-related events for a single year. An example of this overview is presented as Figure 3 . The major results of the report are described below.
SUICIDE DEATHS

All ages
Suicide death rates, between 1973-74 and 1996-97, notwithstanding some fluctuations in the intervening years, have remained relatively stable for both males and females in all age groups (Figure 4 
FIGURE 3 ESTIMATED NUMBERS OF SUICIDE-RELATED EVENTS, NSW, 1996-97
Note:
Suicide and self-inflicted injury were classified according to ICD-9 (E950-E959) external cause codes. NSW population estimates at 31 December. 1996-97 financial year is the most recent year for which complete suicide data are available. 97 was nearly four times higher (20.9 deaths per 100,000) than for females (5.4 deaths per 100,000); however, between 1964-65 and 1996-97 the overall death rates due to suicide in males declined by 12 per cent. The corresponding rate of decline in males aged 65 years and older was 23 per cent; while in younger males aged 15-24 years the rate increased slightly ( Figure 5 ). Males living in rural and outer metropolitan areas have higher death rates due to suicide than those living in metropolitan areas. Between 1971-72 and 1996-97, in rural health areas, death rates due to suicide for males increased by 36 per cent, and increased in outer metropolitan health areas by 27 per cent. In metropolitan areas death rates due to suicide decreased by 13 per cent. These overall increases in rates are more evident since 1981-82 ( Figure 6 ). Female suicide rates during this period have remained stable in all areas.
Younger people
In 1996-97, the death rate due to suicide in young people was 15.2 per 100,000. The rate for young males (23.3 per 100,000 ) was slightly more than three times that for young females (seven per 100,000). These findings are consistent with Australia-wide suicide data 
Older people
In 1996-97, the suicide death rate for older males was 29.4 per 100,000. For older females, the corresponding rate was eight per 100,000. Males older than 85 years had the highest suicide rate of any age group in 1996-97. However, because of the small number in this age group, it represented only 1.3 per cent of all male suicide deaths that year.
SUICIDE ATTEMPTS
All ages
In 1996-97, hospitalisation following an attempted suicide (111.4 per 100,000) was 8.6 times more common than the rate of suicide death (12.9 per 100,000) in people of all ages. The ratio of attempted suicide that resulted in hospitalisation to suicide death was 23.5:1 in females and 4.4:1 in males.
Young people
In 1996-97, hospitalisation following a suicide attempt (215.7 per 100,000) was 14 times more common than the rate of suicide death (15.2 per 100,000) in young people. The ratio of attempted suicide that resulted in hospitalisation to suicide death was 40.3:1 in females and 6.6:1 in males.
Older People
Hospitalisation following suicide attempt is less common in older people than in people in other age groups. In 1996-97, hospitalisation following a suicide attempt (40 per 100,000) was 2.6 times more common than rate of suicide death (15.3 per 100,000) in older people. The ratio of attempted suicide that resulted in hospitalisation to suicide death was 6.1:1 in females and 1.3:1 in males.
Means of suicide attempts
In 1996-97, poisoning by medicinal agents was the main cause of hospital admission for suicide attempts (all ages: 78 per cent; male: 67 per cent; female: 86 per cent; young people: 78 per cent; male: 65 per cent; female: 86 per cent; older people: 68 per cent; male: 59 per cent; female: 75 per cent). Of all attempts at suicide, the three that caused the most fatalities were hanging (10 per cent), firearms (seven per cent) and motor vehicle carbon monoxide (MVCO) (22 per cent).
MEANS OF SUICIDE
All ages
Between 1979-80 and 1996-97, among males half of all suicides were by firearms (25 per cent) or hanging (24.2 per cent). Poisoning and MVCO account for another 11 per cent and 18 per cent of all suicides, respectively. Poisoning and hanging have remained the most frequently used means of suicide in females accounting for 37 per cent and 16 per cent respectively, of all suicides.
Young people
Between 1979-80 and 1996-97, among young males almost three-quarters (71 per cent) of all suicides were by firearms (30 per cent); hanging (27.4 per cent); and MVCO (13.2 per cent). In young females, poisoning remained the most frequently used means of suicide. However, since 1991-92, the rate of suicide by hanging in young females has increased four-fold.
Older People
Between 1979-80 and 1996-97, among older males firearms (28 per cent) and hanging (23 per cent) were the two most common means of suicide. In older females, poisoning remained the most frequently used means of suicide followed by hanging.
URBAN AND RURAL DIFFERENCES
Between 1979-80 and 1996-97:
• metropolitan areas: poisoning and hanging were the most frequent means of suicide. Since 1992-93, suicide by poisoning has decreased slightly and suicide by hanging has increased.
• outer metropolitan areas: firearms were the main means of suicide in the first half of the period. Since 1987-88, hanging and MVCO have become the most frequent means of suicide.
• rural areas: firearms have been and remain the most frequent means of suicide. Since 1989-90, suicides by firearms have declined slightly followed by a corresponding increase in suicide by hanging and MVCO.
GROUPS MOST AT RISK
Migrants
Migrants, most notably from English-speaking countries, countries from Western, Northern and Eastern Europe have higher rates of suicide than the general NSW population. 5 Migrants aged 65 years and older have significantly higher rates of suicide than the overall rate of suicide for all people 65 years and older in NSW.
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Aboriginal and Torres Strait Islanders
Suicide death among Aboriginal and Torres Strait Islander people has not been assessed in this report due to poor identification of indigenous status in NSW health data collections. However, findings from the literature show that suicide risk and rate for younger Aboriginal males is much higher than other younger males in the general population.
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Mental Health Clients
Mental health clients in NSW have a 10 times higher risk of suicide than that of the general population. The risk of suicide was greatest for patients with depression. 7 About eight per cent of all people who committed suicide in NSW were active mental health clients, 7 and at least 88 per cent of people who died from suicide may have suffered from a diagnosable mental disorder at the time.
8,9
CONCLUSION
Up-to-date information on suicide is necessary to ensure that programs and interventions target people most in need, and to improve gaps in suicide information.
• Data on suicide deaths show that older and younger males are at increased risk of suicide. Suicide prevention strategies should aim to increase the awareness of the risk of suicide for these groups among professional and other staff in health and community services.
• Data on suicide attempts shows that suicide prevention-intervention activities should target both male and females as they are equally at risk of suicidal behaviour.
• Data on suicide attempts are limited, except those attempts that result in hospitalisation. A previous attempt at suicide is the single best clinical indicator for increased suicide risk. 10 It is important to improve the surveillance of suicide attempts, to provide accurate indicators of suicidal behaviour for prevention activities.
